Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Lilibeth Badua E-ARCH CHAPTER 100.1
Address: Inspection Date: July 7, 2021 Annual
4318 Laakea Street, Honolulu, Hawaii 96818

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL, Sw_w POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Substitute care giver (SCG) #1 - There was no screening
for symptoms consistent with pulmonary tuberculosis. The
document in the ARCH binder was not dated.

PART 1

DID YOU CORRECT THE DEFICIENCY?
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RULES AOE_HHEV PLAN OF CORRECTION Completion
Date
] | §11-100.1-9 Personnel, staffin; and family requirements. PART 2
Q)
All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented FUTURE PLAN
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Substitute care giver (SCG) #1 - There was no screening for
symptoms consistent with pulmonary tuberculosis.. The
document in the ARCH binder was not dated.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (¢) PART 1
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.
FINDINGS
Resident #1 - "Nitrofurantoin monchydrate macro 100 mg
tab Take 100 mg by mouth two times per day" was ordered ° °
4/11/21; however, the medication was not made available OQ”N.@OH#NHN HFG Qﬁmnﬂwhﬂﬂ%
to/taken by the resident. No physician order to clarify or .
discontinue the medication. ”Wﬂ@ﬂolﬂ—ﬁﬁlﬁo a GH 18 =°H
practical/appropriate. For
this deficiency, only a future
plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 - "Nitrofurantoin monohydrate macro 100 mg PLAN: WHAT WILL YOU DO TO ENSURE THAT
tab Take 100 mg by mouth two times per day" was ordered T HAP AIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (2)(6) PART1
The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY?
licensee or primary care giver for the department’s review:
USE THIS SPACE TO TELL US HOW YOU
Physician or APRN signed orders for diet, medications, and CORRECTED THE DEFICIENCY
treatments;
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RULES (CRITERIA)

§11-100.1-17 Records and reports. (a)6)
The licensee or primary care giver shall maintain individual

PLAN OF CORRECTION

Date

Completion

records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

Physician or APRN signed orders for diet, medications, and
treatments;

FINDINGS

Resident #1 - No physician order to crush medication.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
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FUTURE PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Dat
§11-100.1-17 Records and reports. (b)(4) PART 1 =
During residence, records shail include:
Entries describing treatments and services rendered;
FINDINGS
Resident #1 - No documentation that a "Heart Healthy
pureed diet with honey to pudding thick liquids" has been o °
provided. Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.
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FINDINGS
Resident #1 - No documentation that a "Heart Healthy

pureed diet with honey to pudding thick liquids" has been

provided.
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USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
m §11-100.1-17 Records and reports. (b)(4) PART 2
' During residence, records shall include:
Entries describing treatments and services rendered; FUTURE PLAN
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RULES (CRITERIA)

§11-100.1-17 Records and reports. (c)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other
unusual circumstances affecting a resident which occurs
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver
under separate cover, and shall be made available to the
department and other authorized personnel. The resident's
physician or APRN shall be called immediately if medical
care may be necessary.

FINDINGS
Resident #1 - No incident report for open area to coccyx for
which treatment/wound care was ordered twice daily.

PLAN OF CORRECTION Completion
Date
PART 1
DID YOU CORRECT THE DEFICIENCY?
USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (¢) PART 2
Unusual incidents shall be noted in the resident's progress
potes. An incident report of any bodily injury or other
unusual circumstances affecting a resident which occurs FUTURE PLAN
within the home, on the premises, or elsewhere shall be
made and retained by the licensee or primary care giver USE THIS SPACE TO EXPLAIN YOUR FUTURE
under separate cover, and shall be made available to the PLAN: WHAT WILL YOU DO TO ENSURE THAT
department and other authorized personnel. The resident's T HAP AIN?
physician or APRN shall be called immediately if medical IT DOESN'T PEN AG . . :
care may be necessary. To  entuie .\\/«(‘N WLy gﬁm el 7-9-21
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 1
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of DID YOU CORRECT THE DEFICTENCY?
resident’s possessions.
USE THIS SPACE TO TELL US HOW YOU
FINDINGS CORRECTED THE DEFICIENCY
Resident #1 - No current inventory of resident's possessions. ,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-19 Resident accounts. (d) PART 2
An accurate written accounting of resident's money and
disbursements shall be kept on an ongoing basis, including
receipts for expenditures, and a current inventory of FUTURE PLAN
resident’s possessions.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT
Resident #1 - No current inventory of resident’s possessions. IT DOESN’T HAPPEN AGAIN?
Last update recorded in 2017. _ .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
> | §11-100.1-83 Personnel and staffing requirements. 6 PART1
In addition to the requirements in subchapter 2 and 3:
A registered nurse other than the licensee or primary care DID YOU CORRECT THE DEFICTENCY?
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO TELL US HOW YOU
to residents as needed to implement their care plan; \.\ OOEQ‘H D H,m—uw DEFICIENCY
FINDINGS qu L §§ T-9-2
Resident #1 - No training by the RN Case Manager for the \ \\
following: m “wine §§ NJ %NmNQ \@«\2\
a) SCG #2 - Supplemental oxygen _
b) Prn Lasix for edema or wheezing &v ﬁww? W\ -6 -2/
¢) Wound care to open area on coccyX W \D>\ .*u Y& @ 2 M
d) Medication delegation for oral and topical medication 72 \\m\ al
e) Crushing medication \A\& qﬁu e \\S\A\\b‘\o ot \\(T\
f) Arm circumference measurements NJ\Q.%\ LAALLS M
g) Inhaler use training (document was not dated) % (.7 ' \\,r ! \\C\.\
h) Oral suctioning (document was not dated) \Cf\.r s o i
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RULES (CRITERIA) PLAN OF CORRECTION Gcﬂwﬂ—a&cﬂ
ate
§11-100.1-83 Personnel and staffing requirements. 1) PART 1
In addition to the requirements in subchapter 2 and 3: :
. . . DID YOU CORRECT THE DEFICIENCY?
A registered nurse other than the licensee or primary care
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care - USE THIS SPACE TO TELL US HOW YOU
to residents as needed to implement their care plan; CORRECTED THE UHHWOEZGMN w
) Wl chgivend é\% ~tl-2]
FINDINGS o th v JX‘N\%. ") NANM% w CaiL §
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b) Prn Lasix for edema or wheezing % .m~ ;
¢) Wound care to open area on COCCyX % A h\q P _k é.f\&\\@gj
d) Medication delegation for oral and topical medication E QS\QL\;?/NA\* qwe Autert m?
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RULES (CRITERIA)

PLLAN OF CORRECTION .| Completion

Date

§11-100.1-83 Personnel and staffing requirements. (1) PART 1

In addition to the requirements in subchapter 2 and 3:

A registered nurse other than the licensee or primary care DID YOU CORRECT THE DEFICIENCY?

giver shall train and monitor primary care givers and

substitutes in providing daily personal and specialized care USE THIS SPACE TO TELL US HOW YOU

to residents as needed to implement their care plan; CORRECTED THE DEFICIENCY

FINDINGS T Aore RA hew Fo fake | 7-8-21

Resident #1 - No training by the RN Case Manager for the (*v % R\N

following: }.\3& »\ A A =

a) SCG #2 - Supplemental oxygen

b) Prn Lasix for edema or wheezing

¢) Wound care to open area on coccyx

d) Medication delegation for oral and topical medication
e) Crushing medication

f) Arm circamference measurements

g) Inhaler use training (document was not dated)

h) Oral suctioning (document was not dated)
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel and staffing requirements. (1) PART 2
In addition to the requirements in subchapter 2 and 3:
A amm.wmﬁmnmm nurse other than the licensee or primary care FUTURE PLAN
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care USE THIS SPACE TO EXPLAIN YOUR FUTURE
to residents as needed to implement their care plan; PLAN: WHAT WILL YOU DO TO ENSURE, THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS — . . .2
Resident #1 - No training by the RN Case Manager for the in \x\ﬁ@ r AP ol Hig i / \ T-9 /
following:
i} SCG #2 - Supplemental oxygen ot Eﬂ\«\? ?%\&\\? h\ § S,N. §
j) P Lasix for edema or wheezing \«\@\m\g me L. .\.\ Py
k) Wound care to open area on. coccyx & >\ 0 \S
I) Medication delegation for oral and topical medication il / mAhe AAL ,
m) Crushing medication A %\g “ N }\&u\g
n) Arm circumference measurements %\mé\(\x\t §u®® *\&\ \»._.\N\S\\(\
0) Inhaler use training (document was not dated) \(ﬁ&\&x\&\ m\r\
p) Oral suctioning (document was not dated) 4 Q(y ,*Nb
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RULES (CRITERIA) PLAN OF CORRECTION | Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1
©@)
Case management services for each expanded ARCH °
resident shall be chosen by the resident, resident's family or DID YOU CORRECT THE DEFICIENCY?
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
Update the care plan as changes occur in the expanded
ARCH resident care needs, services and/or interventions; Hae cow \P§ U Ao S\»&m\\@\\\‘ T-9-2]
FINDINGS } ﬂ coldird RN- Cawt \S% ch Conme
Resident #1 - RN Cse Manager did not update the care plan -~
for the open area to the coccyx noted by the primary care g&&\ e Cdrg \u\\\&\r\ wi H \*m
giver on 6/20/21. The open area was reported to the RN
Case Manager on 6/25/21. Wound care was ordered twice \\7& *\g&\.@.\a{ ¢ é %\N\g\g
daily.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 2
©@)
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLAN
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
Update the care plan as changes occur in the expanded IT DOESN’T HAPPEN AGAIN?
ARCH resident care needs, services and/or interventions; :
FINDINGS To ehewy Thet Like s vteuwe | T-9-210
Resident #1 - RN Cse Manager did not update the care plan It kapses . o e
for the open area to the coccyx noted by the primary care g \\ _ N m“
giver on 6/20/21. The open area was reported to the RN l%\sg a7 / / Srote. SUAL ,\g
Case Manager on 6/25/21. Wound care was ordered twice " /
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Licensee’s/Administrator’s Signature: Nm.’% Let/_ §\\!

Print Name: L m\\,Uﬁ\.*} w&&&

Date: T-21-2)

Licensee’s/Administrator’s Signature: /\lmrme E §

Print Name: F\P\\w\v\lﬁ* BADUA

Date: %'\Qko&\
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